of disaster mental health interventions for children. Both articles 1,2 consider fundamental conceptual issues about disaster mental health that have crystallized in the decade since the 9/11 terrorist attacks.
Because the 9/11 terrorist attacks constituted a disaster of unprecedented scope and magnitude, this disaster created a watershed in the conceptualization of disaster mental health. 3, 4 It stimulated more thorough examination of different categories of trauma exposures and their relation to posttraumatic stress disorder (PTSD) and also presented the problem of how to most effectively assess PTSD in circumstances of large-scale chaos and catastrophe. In the post-9/11 setting, disaster responders faced complexities never before encountered in the delivery of services; authorities charted new territory in their efforts to assess and respond to mental health needs of broadly affected populations. Dr Pandya's review 1 details the efforts of providers to meet the profound mental health consequences and the many creative solutions they applied in overcoming the difficulties they encountered in delivery of interventions. These 2 articles 1,2 articulate 4 overarching principles for the provision of disaster mental health interventions: trauma exposure is of central importance in conceptualizing mental health outcomes within affected populations; valid and accurate measurement of mental health outcomes are essential for informing interventions; psychiatric disorders must be distinguished from normative distress; and different types of interventions are needed for psychiatric illness than for normative emotional distress. Attention to all 4 of these principles is needed in the approach to provision of appropriate and adequate postdisaster mental health interventions. The first of these disaster mental health intervention principles-conceptualization of disaster exposures-is essential for successful application of the other 3 principles. Before the history-changing 9/11 terrorist attacks, categorizing the disaster exposures of survivors was relatively straightforward: people were either in the disaster and thus directly exposed, or they were elsewhere and hence not exposed. Among exposed survivor groups, those with the highest exposure levels are generally expected to suffer the most severe mental health sequelae. 5 The disaster exposure issue is pivotal for assessing the diagnosis of disaster-related PTSD, which, by definition, cannot occur in the absence of a qualifying exposure to disaster trauma. 4 It follows that the second principle of disaster mental health intervention-measurement of outcomes (specifically, the diagnosis of PTSD)-requires application of the first principle. PTSD is generally the most prevalent diagnosis after disaster, so consistently that it is considered a signature psychiatric diagnosis of disaster. Because PTSD cannot be diagnosed without a qualifying trauma exposure, the selfreport symptom scales that are popular for assessment of PTSD-largely because they are relatively easy to administer-are inadequate for accurate diagnosis of PTSD in individuals as well as for PTSD prevalence estimates in populations. Symptoms measured outside the construct of psychiatric diagnosis in disaster survivors largely represent measures of emotional distress. Many studies examining the mental health effects of the 9/11 attacks used symptom scales to measure PTSD and estimate its population prevalence. However, a study 6 using full diagnostic assessment methods found that 35% of the people most highly exposed (that is, those in the World Trade Center towers and within 1 block of the site during the attacks) developed PTSD in the first 2 to 4 years after the attacks. The finding of a similar postdisaster PTSD prevalence, 34% in a study 7 of Oklahoma City bomb-blast survivors about 6 months postdisaster, also using full diagnostic criteria, is consistent with the 35% 9/11-related PTSD prevalence finding; together these studies suggest that about one-third of those most highly exposed to such major terrorist attacks may be expected to develop PTSD in relation to it. These findings provide a valuable starting point for estimating disaster mental health needs for the most exposed survivor groups, who are expected to be the group with the most intense intervention needs. The third principle-distinguishing psychiatric disorders from normative distress-clearly depends on the second principle's emphasis on accurate measurement of mental health outcomes. In far-reaching disasters, such as terrorist attacks on the symbols of a nation-a characteristic feature of the 9/11 attacks-emotional distress is likely to extend far beyond the immediate geographic area that is targeted. This situation can be expected to spread substantial distress through groups that are much larger than the circumscribed group diagnosed with PTSD from direct exposure to the disaster. Differentiation of individuals and groups with distress from those with PTSD requires consideration of disaster exposures and assessment of full diagnostic criteria that self-report symptom scales cannot provide. A needsassessment study 8 conducted shortly after the 9/11 attacks used the 34% prevalence benchmark from the Oklahoma City bombing study of bomb-blast survivors to estimate that nearly 50 000 cases of PTSD may be expected among those with qualifying exposures who were in the World Trade Center towers during the attacks. While this estimate represents a large number of people for whom psychiatric treatment may be needed, it is less than one-tenth of published estimates that projected a half million new cases of PTSD, based on self-report symptom measures that likely included distress symptoms in large numbers of unexposed people. 9, 10 Using appropriate tools for diagnosis of individuals and estimation of psychiatric disorders in populations is clearly required for differentiation of symptoms from disorders and is needed to inform interventions. PTSD symptom scales may have clinical utility in screening large populations exposed to disaster, but full diagnostic assessment is needed to distinguish PTSD from distress. The fourth principle-providing interventions appropriate to needs, that is, different interventions for psychiatric illness than for emotional distress outside of psychiatric disorders-depends on successful application of the first 3 principles. Effective disaster mental health interventions must be tailored to the identified needs of the people receiving services. Just as medical diagnosis is the foundation for clinical decisions in the care of health problems, psychiatric diagnosis is the foundation for clinical decisions in the care of mental health problems after disasters. Psychiatric treatment is appropriate and effective for psychiatric disorders, in general; this truism also holds for psychiatric disorders arising in disaster settings. 11, 12 Because PTSD is typically associated with comorbid psychiatric disorders and preexisting psychopathology, standard treatment is also appropriate for other psychiatric disorders that should not be overlooked in disaster settings, most commonly major depressive disorder; substance use disorders are also common, most representing preexisting conditions. 7, 13 Although much of the focus after disaster is on people with psychiatric disorders, survivors experiencing subdiagnostic distress (emotional distress that does not reach diagnostic threshold) generally outnumber those with psychiatric illness. Thus intervention opportunities are more numerous for people with distress than for people needing psychiatric treatment. Additionally, intervention efforts are important for responding to distress in people without psychiatric illness; for example, the application of psychological first aid is intuitively comforting and represents a humanitarian response. Because treatment of psychiatric illness is generally far more resource-intensive than the public health and wellness interventions indicated for emotional distress, the judicious use of precious mental health resources in large-scale disaster settings dictates that affected populations be subgrouped by need, that is, psychiatric disorder, compared with subdiagnostic distress that require different interventions.
Both articles in this review 1,2 affirm the value of directing disaster mental health resources according to needs based on differentiation of psychiatric illness from other emotional distress in disaster settings. Both articles emphasize the importance of considering exposures in the assessment of psychiatric outcomes, especially PTSD. Both articles further differentiate population needs for interventions in acute, compared with later, disaster-related time frames. These distinctions are as vital to hands-on disaster response planning as they are to guiding rigorous research investigation.
The article by Dr Pfefferbaum and me 2 further clarifies that the principles identified in the provision of disaster mental health interventions for general populations are generally applicable to children as well as adults, although several aspects require special attention in children. As the article by Dr Pandya 1 points out, disaster intervention research has been hampered by methodological constraints and inconstant research methods across studies. The research on disaster interventions for children has made considerably less progress than the research in disaster interventions for adults.
Despite the limitations of the available disaster research intervention literature, 2 additional insights resonated in both of the reviews in this issue. The first is that positioning mental health interventions alongside programs for medical problems or other population needs has proven very successful. The second is that the increasingly popular use of self-report screening tools cannot provide interventions with diagnostic assessments and population estimates of disaster-related psychopathology that are pivotal to allocating services appropriately to population needs. A challenge for future research is to develop procedures to collect information of sufficient validity about mental health needs that are diagnosis-based to inform large-scale disaster responses.
